Study objective -To describe the differences in health behaviours in disparate marital status groups and to estimate the extent to which these can explain differences in health associated with marital status.
Main results -There were differences in relation to marital status for each health behaviour. Married people were more likely to practise positive health behaviours (such as exercise and eating breakfast) and less likely to engage in negative ones (such as smoking or drinking heavily) than the other groups. Control for all six health behaviours could explain an average of 20-36% of the differences in perceived and general health and subjective health complaints. Conclusions -Differences in health behaviours explained a considerable amount, but not all, of the health differences related to marital status. Longitudinal data are necessary to confirm these findings; to determine whether the differences in health behaviours related to marital status are caused by selection effects or social causation effects; and to learn how social control, social support, and stress inter-relate to reinforce negative or to maintain positive health behaviours.
(J Epideniol Community Health 1995;49:482-488)
In many western countries mortality and morbidity differences related to marital status have been reported.'-"' Married people generally have the lowest mortality and morbidity rates while divorced people have the highest ones. In addition to differences in psychosocial factors and material circumstances, differences in health behaviours have been mentioned as possible explanations for the relationship between marital status and health, or, to widen the definition, the association between social relationships and health.?" '- The fact that there is a relationship between common health practices like smoking, drinking, regularity of meals, and physical activity on the one hand and physical health status on the other hand, has been known for many years. '5 The association between marital status and health behaviours has also been described. In most studies it is found that marriage has a deterrent effect on negative health behaviours, such as smoking, excessive alcohol consumption, and other risk taking behaviour.'3 14'620 Only for studies concerning the relationship between marital status and obesity have the results been inconsistent. 2' We know of only four studies that have looked at the inter-relationship between marital status, health behaviours, and health -and then only limited age ranges and/or only one sex were considered.692223 The extent to which health behaviours explained health differences related to marital status varied in the four studies from almost not at all to considerably. In all four the association between marital status and health remained significant after controlling for the health behaviours.
We have assessed the effect of several health behaviours on the health differences related to marital status and partner status for both men and women. We have considered a larger age range (25- To determine the extent to which health differences associated with partner/marital status groups could be explained by differences in health behaviour, we used multiple logistic regression models.26 Separate models were fitted for each health measure using SPSS. All variables were coded as dummy variables. The regression coefficients of the variables and their standard errors were used to calculate odds ratios (ORs) with 95% confidence intervals. In the results section we also show the change in deviance and its p value that resulted from including the health behaviours in model 1 and partner/marital status in models 2 and 3, in order to give an indication of the overall significance level of the variable in the model. The models used are shown in table 3 .
To determine whether the known relationships between the health behaviours and health could be reproduced with our data, we fitted models containing age (five year categories), sex, and all six health behaviours (model 1 Table 6 shows the influences of the health behaviours on the relationship between partner/ marital status and perceived general health, In our study we controlled for the cumulative effects of six health behaviours on the relationship between partner/marital status and physical health. We have also fitted models in which interaction terms for the health behaviours were added to the full model, in order to determine whether more of the health differences could be explained by the health behaviours in our study (results not shown). This did not prove to be the case. It is likely, however, that extra control for other health behaviours such as hours' sleep (not available in our study) and food habits (only available for a subsample of study population) would increase the proportion of the health differences explained by health behaviours.
Of the studies describing the relationship between marital status, health behaviours, and health status mentioned in the introduction, those of Davis et al, Rosengren et al, and BenShlomo et al are longitudinal studies, with mortality as a health measure, and are therefore difficult to compare with our study.62223 The study of Wyke and Ford lends itself best to comparison with our study,9 despite important differences in study population, variable definitions, etc, which complicate the comparison. The study ofWyke and Ford is a cross sectional study of 1042 people of 55 years of age. In that study smoking and drinking respectively could explain 25% and 10% of the differences in self rated health among women, 20% and 0% of the differences in self rated health among men, and 1 % and 1 % ofthe differences in the number of chronic conditions among women (for men there were no statistically significant differences in the number of chronic conditions). It is striking that both Wyke and Ford's results and ours showed that health behaviours had some effect on the relationship between marital status and self rated general health but hardly any effect on the relationship between marital status and chronic conditions.
Since both this and Wyke and Ford's studies used cross sectional data, it is possible that health influenced health behaviours. Health problems could have forced people to adjust their health behaviours. For example, those who had had a heart attack could have quit smoking and started a diet or regular exercise on their doctor's advice. It is more likely that this occurred in those suffering from severe health problems, which could explain why the health behaviours explain so little of the differences in chronic conditions. This hypothesis is supported by the fact that we found that former smokers had ORs between those of the never smokers and current smokers for perceived general health and subjective health complaints but had the highest ORs for chronic conditions, and by the fact that teetotallers had more health problems than drinkers ( 
